ABSTRACT
dangerous and violent events, ED providers must deliver comprehensive emergency care for this population while considering their own safety as well as the safety of their patients.
Many behavioral emergency experts have proposed specific interventions to mitigate safety threats in the ED. [4] [5] [6] However, a recently published review on workplace violence against healthcare workers noted that recommended strategies for the ED are largely based on expert opinion without supportive empirical data. 7 Implementation and prioritization of these strategies have also been difficult due to the lack of an established framework of agitated patient care that is rigorously adapted specifically for the ED environment. 8 In his review, Phillips 7 concluded by recommending the development of an ED-specific comprehensive workplace violence program that addresses multiple factors at various levels of the healthcare system.
The ED faces particular barriers and challenges to patient safety due to unique patient and environmental factors. [9] [10] [11] [12] Previous authors have begun to identify these factors by exploring the perspectives and experiences of ED staff members. However, these studies have been primarily conducted in the nursing profession. [13] [14] [15] [16] [17] [18] Given the multitude of contextual factors involved in workplace violence events, an in-depth, exploratory investigation requires a breadth of perspectives. A global view of safety risks associated with caring for agitated patients can only come from understanding the lived experiences of a range of different healthcare professionals that interact and engage with this population in the ED.
We provide what we believe is one of the first interprofessional, qualitative studies to examine ED staff members' experiences in caring for acutely agitated patients. This study seeks to explore the phenomenon of providing care in a single ED site for a high volume of agitated patients. Our primary goal is to identify common themes of agitated patient care for ED staff members to contribute toward the development of an ED-specific framework and improve the safety for healthcare workers and patients during the care of this vulnerable population.
METHODS

Study Design
This qualitative exploratory study is based on a phenomenologic research design. 19 We utilized the phenomenology approach to explore the complex psychological, emotional, and systems/process factors for staff members who coexperience the "phenomenon" of caring for acutely agitated patients in the ED. This study was approved by the New York University School of Medicine Institutional Review Board. The research team utilized a unique insider/outsider perspective to the study and mirrored the interprofessional nature of the investigation. Two of the team members were emergency medicine board-certified physicians working in the ED under investigation (AHW, MG), and two were nurses practicing in midwifery and palliative care respectively at other institutions (JC, BAW). This balance in clinical and professional backgrounds was critical throughout the investigative process to maintain reflexivity and bracket potential personal biases that may have influenced interpretation of the data.
20,21
Study Setting and Population We conducted our study at a 1,200-bed, urban, tertiary care public hospital in New York City, New York. This hospital has an academic affiliation and an average annual ED census of 120,000 patients. Participants were drawn from the pool of staff working in the ED who provided direct care for agitated patients, including staff nurses, patient care technicians, emergency medicine resident physicians, attending physicians, and hospital police officers.
Study Protocol
We developed and beta-tested a semi-structured interview guide through iterative rounds of mock focus groups with an interprofessional team of ED administrators and educators and made subsequent revisions prior to implementation in the formal data collection process. The interview guide consisted of open-ended questions with suggested probes regarding 1) the current management of patients with acute agitation, 2) care provision in the context of safety, and 3) lived experiences of staff members caring for this population (Data Supplement S1, available as supporting information in the online version of this paper).
We utilized a convenience sample of available ED staff members in consultation with "gatekeepers" (nursing, police, and physician supervisors) to identify optimal times for data collection and to develop an interview schedule that would not interfere with regular job duties. However, we used purposive sampling to ensure that balanced perspectives from all professions were included with a diverse representation in level of training, age, sex, clinical experience, and exposure to the ED agitated patient population. The principle of theoretical data saturation, which occurs when no new themes emerge from the data, was used to determine when to stop final enrollment. 22, 23 We elicited participants through email, brief presentations at staff meetings, flyers, and word of mouth with a target sample size of two to four focus groups and/or individual interviews per profession or until saturation of the data was achieved. Two to four focus groups has been shown to reliably achieve data saturation in previous research. 24 We sought a total of 30 to 35 participants (approximately 8%-10% of the total eligible subjects) to capture the diverse role-based experiences of staff.
Data Collection
One member of the research team who had no prior relationships with the participants and was trained in qualitative data collection (JC) conducted the individual interviews and uniprofessional focus groups. A second team member (BAW) assisted in equipment setup and made field notes during the sessions without actively participating in the discussions. Although we utilized two different methods of data collection simultaneously, we ensured standardization of the interview process between the formats and cross-checked the data. Focus groups and face-to-face interviews lasted 1 to 1.5 hours. All focus group discussion and individual interviews were audio recorded and subsequently professionally transcribed.
Data Analysis
The four-member interprofessional research team involved in this study performed the primary coding utilizing Dedoose (version 7.0.25, SocioCultural Research Consultants, LLC) for thematic analysis and organization. An iterative process was used to develop and refine the codebook with frequent check-ins from all members of the team to ensure consistency in application of codes and to achieve consensus on major themes. The constant comparison method was used to identify new codes that arose and refine existing ones while adjusting the code structure accordingly. 25, 26 A third-party member who was a qualitative research expert (AS) was consulted for confirmability and dependability checks of the analytic process and to help ensure the trustworthiness of the findings. Member checking was performed at the conclusion of the coding process to confirm the accuracy of findings with study participants.
RESULTS
We obtained theoretical saturation with 31 participants, consisting of nine hospital police officers (code: HP), 10 nurses (code: RN), six patient care technicians (code: PCT), and six emergency medicine resident physicians (code: MD). Basic demographics are displayed in Table 1 . Three key themes that transcended all professions emerged from the amalgam of data ( Table 2 ). A simultaneous need to protect this particularly vulnerable patient population while incurring direct threats to personal safety causes a patient care paradox for ED staff. Providers expressed a need for heightened awareness and a lower threshold for uncovering occult conditions in the agitated patient population due to their inability to communicate effectively. One resident noted:
It's pretty much drilled in our head that every patient that comes in agitated, whether intoxicated or not, gets appropriately checked like finger sticks and gets physically examined from head to toe to make sure that he or she does not have any sign of head trauma, things that could be deadly to them. They can't tell you anything so you have to be extra careful. (MD4) However, staff members expressed frustration and a sense of futility with these patients who are perceived to have higher rates of concomitant psychosocial challenges including homelessness, drug and alcohol abuse, and high ED utilization. Nurses noted that the population seemed to be increasing as "we get an influx of patients on K2" (RN4) and other synthetic cannabinoids. As one technician described, "They go back to the same environment that they came from. They go back out, and drink, and get high. It's a revolving door." (PCT2)
Exacerbating this frustration is the inherent threat to the staff's personal safety when the agitated patients accost and assault them during the delivery of behavioral emergency care. The type and degree of violence ranged from verbal harassment to serious traumatic injuries, as an officer "got an elbow broke back in 2000 dealing with a wildly agitated guy." (HP4) One nurse described, "I still have the scars from where he assaulted me. He actually bit me, hard." (RN8) Moreover, providers were especially concerned if the safety threat negatively impacted their personal lives outside of the work environment. One nurse stated:
I've done everything that I was supposed to do, but yet I still get spit on. It hit me directly in the eye, this person. I looked up the history and it said, Hepatitis C. Then you're taking that home to your husband or your family. That's when it gets frustrating and depressing. (RN1) Despite these concerns, multiple providers expressed a need for advocacy for the safety of this vulnerable population when caring for them during their agitation. One resident observed that "you need to protect yourself, but you also need to make sure when Because of the inherently unpredictable and rapid nature of workplace violence events in the ED, providers expressed a need for coordinated interprofessional teamwork. Staff felt that members of the healthcare team often assisted each other to ensure safety of patients and providers, although often in a disorganized or ad hoc fashion. As one officer remarked, "It kind of feels like a team, yeah, because we are all working together. When the patient is agitated, the main thing you want is no one to be hurt. You have to work as a team, help each other out. If you don't do that, people get hurt." (HP5) As envisioned, successful teams would incorporate fluidity in the roles and responsibilities across professions to achieve safety in the most efficient manner possible. As one technician noted, "the nurse or attending doctor can lead the situation. And officers are a big help when it comes to restraining the patients, they will talk them down for us a lot of times while we're working on them." (PCT6) Nonetheless, latent hierarchal structures and power dynamics within the healthcare team can significantly impede safety during behavioral emergency care. For example, linear and constrained lines of communication cause delays in decision-making, as one technician stated, "we have to take it to the nurse first, and if the nurse makes the move, then the nurse tells it to the doctor. The nurse has to take it to the 'man'." (PCT1)
One nurse noted, "I've noticed some doctors coming on shift that I haven't met. They never introduce themselves, they just show up and never say a word to us. Who are you? Are you a resident, are you an attending? It makes it really hard when something bad happens." (RN7)
In fact, lack of shared mental models and disparate goals of care often lead to discontent and interprofessional antagonism. For instance, healthcare team members found fault in other professionals' engagement with the agitated patient. Reflecting on their perception of the police officers' role, one resident opined, Not the most positive feelings. I mean there are like one or two in there that are helpful, motivated people. I feel like there's a lot of just, I'm not really like spry and on my job and eager to do anything, kind of thing. Sometimes those are really frustrating. They come over and they just stand there and they don't even get involved in the situation. They're like, 'Sir, stop kicking.' You're just like, 'Are you kidding? Is this really what you're going to give me? I could've done this.' (MD3) By contrast, officers noted regarding physicians, There's sometimes they might feel like they're a doctor, and they got these degrees. They come talk to them, and they talk to patients like they're slow. A lot of people they like to hear the middle person. Us, as hospital police, we just come, and we just talk to them.
Yea, lots of times doctors don't know, but that's where they got to stop and listen. Lots of time, they feel okay, 'I'm the doctor,' but we got to tell the doctor, 'Wait. Stop. Hold on a second.' Because at the end of the day, if you get hurt or she gets hurt and I'm here, that falls back on me. That my job is to do, keep you safe. (dialog between HP1/3)
Theme 3: External Elements-Environmental Challenges and Systems Issues Outside the ED Exacerbate Threats to Safety
The unpredictable, busy, chaotic nature of the ED physical and work environment significantly exacerbates safety threats during behavioral emergency care.
Increasing patient volume with staffing deficits further exacerbate the process, leading to potential ethical challenges for providers. Another resident reflected, I have to move this department. Trying to get these agitated people to calm down, redirecting them, takes a lot of time. I, as a provider, cannot manage already what I'm doing and I cannot have all these patients sucking the resources, sucking my nurses' time when I only have one nurse for so many people. You don't have the space, you don't have the time, and you don't have the resources for these people. Now I don't have as much of a problem restraining them early. Of course that comes with the philosophical question, 'What the heck is now wrong with me that I'm now okay with it?' There's a whole realm of ethical dilemmas that I used to be much more troubled by as an intern that have faded more to me, which I think is somewhat disturbing. (MD3) Lack of privacy was particularly notable as detrimental to the care of agitated patients as well as other patients that were nearby. As a nurse stated, "there would be the patient experiencing the violent episode, then all the witnesses around it because we have such an overcrowding issue. Those witnesses, other patients and visitors are also observing that violent outbreak. Their experience, with the looks on their face, the visitors, I can tell is one of shock and feeling horribly unsafe." (RN6)
The healthcare system outside of the ED significantly impacts safety as well. Staff felt that prehospital providers would target the urban, safety net hospital as the destination for the agitated patient population, simultaneously exacerbating the crowding phenomenon but also creating a center of excellence for particular EDs that receive a bulk of this patient class. As a result, "we're better at dealing with these agitated patients. We're more accustomed to seeing them." (MD4) However, another resident described, "We don't have a choice. The medics bring these patients to us, what are we going to do? We're good at it in the sense that we get bombarded with it. We just become experts at it, not by choice." (MD6) One nurse noted, "What exacerbates the problem is the fact that EMS has this mentality that these patients can't go anywhere else but here, they think another ED could never handle this patient like this." (RN7) However, the prehospital experience was often seen to increase patient agitation prior to arrival. One officer noted, One time I had to call a lieutenant to come because the EMT verbally antagonized the guy. Then the guy got up off the stretcher, tried to attack. It's my job now to restrain this person. I ended up with blood all over my uniform from the patient because he had a scab and in the struggle his whole scab came off and he started bleeding all over. They're going on their level of the patient. They just drop them off and then we're the ones that have to stick with them for another six hours. (HP2)
DISCUSSION
We conducted a phenomenologic study of ED staff perceptions, barriers, and experiences while caring for the agitated patient population at an urban, tertiary care hospital. This design best suited the purposes of the study given the richness and breadth of data needed to understand the complex interactions and experiences of our staff members that a quantitative design would not adequately capture. 27 As a result of the interprofessional nature of our participants, we were able to gain broad, novel, multifaceted insight into the complex nature of providing care for this challenging population at the individual, team, environment, and healthcare system levels of analysis (Table 3) .
First, we found that exposure to workplace violence incidents caused significant workplace distress for our staff members, in line with previous studies of ED nurses and physicians. 15, [28] [29] [30] However, of particular interest is our discovery of the patient care paradox, posing unique ethical and clinical challenges for the ED providers when faced with the impetus to spend extra effort to care for a marginalized group of patients that also perpetrates threats to staff personal safety. Current literature on appropriate management of behavioral emergencies in the ED recommends proper staff training on knowledge, skills, and attitudes in deescalation techniques, including nonconfrontational language, active listening, and attention to nonverbal cues and body language. 31, 32 Studies have also shown that improved measurement and monitoring of aggression exposure can lead to improved patient and worker safety and health. [33] [34] [35] [36] However, these strategies may be unsuccessful in practice if they do not take into consideration the underlying distress that our participants expressed while caring for agitated ED patients. In addition, these particular patients were perceived to have increased rates of homelessness and drug/alcohol abuse, which pose unique medical and social challenges in providing treatment and may result in the development of staff bias and subjectivity. [37] [38] [39] Provider frustration and lack of workflow control have both been linked to quality of care and may contribute to burnout for front line of care staff, 40, 41 and our participants expressed a sense of futility in their clinical practice as a result of caring for this population. Thus, our results suggest that ED staff members would likely benefit from specific support services and resources to directly address this patient care paradox to mitigate its negative impact on managing agitation at the individual level.
Staff expressed a need for enhanced coordination among healthcare team members during an agitated patient encounter, but noted barriers to teamwork due to silos and hierarchy causing antagonism between providers of different professions. These interprofessional challenges are not unique to the ED, and poor communication and lack of cohesion between providers leading to limitations in definitive decision-making occur across the healthcare system. [42] [43] [44] However, our study found that these barriers to effective teamwork appear to exacerbate safety threats when patients present with acute agitation. A recently published framework for interprofessional collaboration cited structured team process and dynamic delegation of roles/responsibilities as core concepts for effective healthcare teams, as reflected in our study findings. 45 Indeed, the Interprofessional Education Collaborative, consisting of an expert panel of health professions educators, has recommended that providers be trained in four core competencies in interprofessional collaborative practice to be an effective member of a healthcare team. 46, 47 Experts have suggested strategies to promote collaboration between healthcare professionals in behavioral emergency care, including the implementation of a structured team approach in the form of a "rapid response team" and formal delineation of roles and responsibilities. [48] [49] [50] Our results demonstrate that specific efforts to address barriers in communication across professions and formalized mechanisms to facilitate cooperative, coordinated patient engagement may be needed to assist ED staff in high-risk situations during management of acute agitation at the team level.
Finally, environmental and healthcare systems factors significantly impacted our participants' sense of safety during the management of behavioral emergencies. Providers cited increasing patient census and physical design attributes as specific latent safety threats, consistent with prior literature regarding the impact of crowding and physical layout on violence rates against ED staff. 51, 52 At the environment level, previous authors have advocated for a call to action targeted at hospital administrators to improve ED workplace safety with a comprehensive review of security protocols and improvement in physical layout of the healthcare unit. 4, 6, 16, 53 However, these recommendations only take intrainstitutional factors into consideration, and our results revealed that the healthcare delivery system prior to hospital entry may have significant impact on safety in ED management of agitated patients. Our participants remarked that EMS providers preferred to deliver triage complaints of aggression or agitation to the urban hospital, and prior work has also found that urban-based EDs carried increased rates of violence for healthcare workers compared to other settings. 54 On the other hand, we found that our ED staff members felt more comfortable with managing agitation as a result of a higher volume compared to workers in other nearby EDs, creating a center of excellence for this particular condition that gave providers a sense of pride in their unique expertise. Further research into prehospital triage and delivery of agitated patients is needed to elucidate potential pitfalls and benefits of centralizing the care of this population.
LIMITATIONS
Our study included staff members from a single urban, tertiary care ED in New York City and may not be representative of other EDs, especially in the community or rural settings. The description of the patient population came from perceptions of the staff members rather than direct evidence from chart reviews or patient interviews. This deficit may represent selection bias. Additional perspectives from patients receiving care and ancillary ED staff members including transport services, registration clerks, radiology technicians, and prehospital providers may have provided additional viewpoints to make our data more comprehensive.
In addition, we were not able to include attending physicians due to a lack of consenting participants, and this may limit our data from the physicians' perspective. Although trainees actively engage the ED agitated patient population in their role as front-line providers and work under the direct guidance of their supervisors in the delivery of behavioral emergency care, their clinical experience and perspective may be different from physicians who have completed their training.
CONCLUSIONS
In summary, the experience of ED staff members while caring for agitated patients is complex and involves multiple dimensions that cause threats to the safety of the providers and the patients themselves. Our results revealed challenges at multiple facets of the healthcare system that coalesced into four tiers of healthcare delivery at the individual, team, environment, and system levels. Although our findings reflect the lived experiences of providers of a single ED site and lack input from attending physicians, we believe that our interprofessional qualitative study has contributed toward a structured and systematic approach to understanding agitated patient care in the ED. Future research will include studies encompassing different types of EDs and active recruitment of attending physicians to build toward the development of a comprehensive, evidence-based framework for ED agitated patient care.
